INTRODUCTION AND OBJECTIVES: Surgical quality improvement literature has historically focused on strategies in cost reduction, outcome improvement, and increasing operating room (OR) efficiency. To this point, a vast majority of available literature on OR turnover has focused on institutional factors: role of the surgeon, leanthinking practices, and team perception of turnover. However, a paucity of research exists on patient-specific factors that may ultimately affect OR duration and turnover. Our objective was to determine the role of patient characteristics on urology OR turnover in both a hospital and ambulatory setting.
INTRODUCTION AND OBJECTIVES: Surgical quality improvement literature has historically focused on strategies in cost reduction, outcome improvement, and increasing operating room (OR) efficiency. To this point, a vast majority of available literature on OR turnover has focused on institutional factors: role of the surgeon, leanthinking practices, and team perception of turnover. However, a paucity of research exists on patient-specific factors that may ultimately affect OR duration and turnover. Our objective was to determine the role of patient characteristics on urology OR turnover in both a hospital and ambulatory setting.
METHODS: Patients undergoing urology procedures at our institution have routine prospective data collection, including preoperative ASA classification, as well as various time landmarks before, during, and between procedures (time patient enters the OR, time of intubation, etc). Retrospective collection of OR start and end times from an OR scheduling software was conducted. Emergency cases were excluded. Analysis of variance with effects of hospital vs. ambulatory location and ASA class (I-IV) was performed on logarithmically transformed times (to correct skew), followed by Tukeys test for multiple comparisons.
RESULTS: A total of 1766 patients undergoing 1788 urology procedures over a 9 month period (January-September 2016) were stratified by ASA class I-IV. Both ASA class and location significantly affected time from OR start to procedure start, and time from procedure end to OR end; these times increased as ASA class increased. All OR times were significantly less in the ambulatory setting for any given ASA.
CONCLUSIONS: Though patient characteristics have long been known to effect intra-operative duration, prior literature has not properly determined the role of patient factors in OR turnover times. Our data demonstrate that turnover times were shorter in our ambulatory setting and that, as ASA class increases, OR start and end times are prolonged. Future quality improvement studies should focus on patientspecific factors that may affect OR efficiency.
Source of Funding: None.

PD58-05 CONTRIBUTING TO A CRISIS? DEFINING NATIONAL PATTERNS IN OPIOID PRESCRIBING AFTER OUTPATIENT VASECTOMY
Gregory Auffenberg*, Rodney Dunn, Yongmei Qin, Tyler Winkelman, James Dupree, Brent Hollenbeck, Ted Skolarus, David Miller, Tudor Borza, Ann Arbor, MI INTRODUCTION AND OBJECTIVES: Prescribing surplus opioids after minor surgery can increase risks of misuse in the community. Surgeons may be well positioned to decrease these risks through modification of post-operative prescribing practices. In this context, we define national practice patterns and surgeon-specific differences in opioid prescriptions after outpatient vasectomy.
METHODS: Using the de-identified Clinformatics TM Data Mart Database (OptumInsight, Eden Prairie, MN) from a large, national US health insurer, we identified patients who underwent outpatient vasectomy between 1/2012 and 12/2014. Men were excluded if they received any concurrent operation or filled an opioid prescription in the 6 months prior to vasectomy. For this cohort, we determined the proportion of men filling an opioid prescription in the 7 days after surgery, and e1128
THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 evaluated the type and quantity of opioids prescribed, standardized to morphine milligram equivalents (MME). Finally, we quantified surgeonspecific variation in MMEs prescribed for surgeons with 10 or more patients in the cohort, and at least 5 filling an opioid prescription postoperatively. RESULTS: We identified 25,102 men who received a vasectomy during the study interval. Among this group, 10,442 (41.6%) patients filled an opioid prescription after surgery. Hydrocodone was the most common medication, comprising 66.7% of filled prescriptions. The median number of MMEs prescribed was 112.5 ; equivalent to twenty-three, 5 mg hydrocodone tablets per prescription . Across 360 surgeons meeting criteria for surgeon-specific analysis, the average number of MMEs prescribed after vasectomy varied substantially (range: 29.2-390 MMEs (p<0.001); corresponding to a range of six to seventy-eight, 5 mg hydrocodone tablets per prescription (Figure) .
CONCLUSIONS: Less than half of men fill an opioid prescription following vasectomy, indicating that non-opioid pain strategies may be sufficient for most patients. Nonetheless, surgeon-specific analyses revealed a 13-fold difference in the average quantity of opioids supplied. Because patient necessity is unlikely to entirely explain this variability, efforts to reduce excess opioid prescribing after vasectomy are warranted. In the Michigan Urological Surgery Improvement Collaborative (MUSIC), we assessed the association between peer review of technical skill and short-term operative outcomes following robotassisted radical prostatectomy (RARP).
Source of Funding
METHODS: Surgeons performing RARP in MUSIC were invited to submit a representative video of a nerve-sparing procedure. Edited video clips of the vesico-urethral anastomosis from 29 surgeons underwent blinded review by 56 peer surgeons for global robotic skill using the Global Evaluative Assessment of Robotic Skills (GEARS) tool (maximum score 25) using a custom-designed web-based secure registry. Each surgeon underwent video review by at least 9 peer surgeon reviewers. Surgeons were ranked on GEARS scores and sorted into quartiles of skill. Using a mixed logistic regression model adjusted for surgeon as a random effect, we then assessed the relationship between the highest (Q4) and lowest (Q1) skill quartiles and risk-adjusted perioperative complication rates at the patient level using data from a prospective registry involving 2,256 patients.
RESULTS: Compared to surgeons in the lowest 25% (Q1) of skill ratings, surgeons in the top 25% (Q4) for skill had lower rates of excess blood loss (>400 cc) (OR¼0.47, p¼0.01), and less events of urethral catheter replacement after its removal (OR¼0.62, p¼0.07) (Figure) . There were no differences between Q1 and Q4 performance quartiles when comparing readmission rates (OR¼1.16, p¼0.58) or prolonged urethral catheter (>16 days) duration outcomes (OR¼1.41, p¼0.27).
CONCLUSIONS: The technical skill of practicing robotic surgeons performing the anastomosis during RARP varied widely, and better skill was associated with superior results for selective patient outcomes. Future work will need to study the relationship between skill and long-term patient reported outcomes to determine if quality improvement initiatives focused on surgical skill lead to improved patient care.
Source of Funding: Blue Cross Blue Shield of Michigan
PD58-07
MUSIC OCTAVE e COMPOSITE MEASURES TO ASSESS SURGEON PERFORMANCE FOR ROBOTIC PROSTATECTOMY INTRODUCTION AND OBJECTIVES: The Michigan Urological Surgery Improvement Collaborative (MUSIC) collects patient-reported outcomes (PRO), peri-operative outcomes, and surgeon-level video assessments of technical skill as a means to facilitate quality improvement for prostate cancer patients in the state of Michigan. In this study, we defined composite measures that could be used to identify better performing surgeons across a variety of outcomes for robotassisted radical prostatectomy (RARP).
METHODS: For the urethro-vesical anastomosis, an Outcomes, Competency, and Technical Assessment Video Evaluation
